These data create urgency for health care delivery system and health policy leaders to develop solutions to improve the health of minority populations.
Is health information technology the solution? Multiple key functionalities have been suggested, including the concept of exchanging health information among multiple providers and their patients, use of clinical decision support and computerized physician order entry, and the ability to better engage in population management via electronic disease registries and clinical dashboard reports. There is growing evidence available to quantify these benefits, although currently much of the evidence comes from a few large, integrated health care organizations. 2, 3 Despite considerable potential, health information technology will not reduce health care disparities if the technology remains out of reach to safety net providers and the patients they serve. Some studies have shown reduced availability of electronic health records for providers caring for underserved populations. Other studies have demonstrated that racial and ethnic minorities are less likely to engage actively in the use of specific health information technology tools such as personal health records or patient portals. 4 In this issue of JGIM, two studies contribute to the growing evidence base around disparities in the use of health information technology. 5, 6 Goel et al. studied a single group practice affiliated with an academic medical center, and analyzed use of a patient portal that is directly integrated within a commercial electronic health record. In this setting, providers offer enrollment to their patients, and these offers were tracked via the placement of electronic orders. Among those offered enrollment, black and Hispanic patients were up to 67% less likely than whites to enroll in the patient portal. However, there were no racial or ethnic differences in rates of using the patient portal for medical advice or prescription refills among those patients that successfully enrolled. In the study by Ancker et al., the same electronic health record and patient portal were analyzed; however, the setting was quite different as it involved a network of federally qualified health centers. These investigators found racial disparities across the entire spectrum of engaging patients in effective use of the portal, with lower rates of offering enrollment among blacks compared to whites, as well as lower rates of subsequent registration and usage of the patient portal. 6 These studies raise several important issues as we consider the role of health information technology in addressing racial disparities in quality of care. It is vital to develop an evidence base regarding the impact of differential access to health information technology on quality of care and outcomes for minority patients. Most studies have focused on measuring access to health information technology, assuming that decreased access will eventually lead to persistence or worsening of disparities in quality of care. However, it is not clear whether minority patients benefit from such technologies to the same extent as white patients.
To better conceptualize whether racial differences in access to health information technology may propagate or eliminate racial disparities in quality of care, it is useful to consider the target users. Targeted users include health care providers, their patients, or a combination of both. Perhaps the most important health information technology targeting providers is the electronic health record. This tool can deliver real-time, patient-specific clinical decision support and also supply data to populate and maintain electronic disease registries. The benefits of these tools have been demonstrated, 2 and while race-stratified analyses are lacking, it is likely that there would be beneficial effects of extending these tools to providers caring for minority populations. Health care reform and meaningful use requirements may serve as a driving force for adoption in these communities. 7 The requirement to collect race, ethnicity, and preferred language for patients presents a key opportunity to mitigate health disparities. Systematic collection of these data will facilitate measurement of racial and ethnic disparities at a local level, fostering engagement among providers and spurring the development of quality improvement programs to better address the needs of minority patients. 8 It is important to consider scenarios in which the adoption of electronic health records may actually increase health disparities. First, low adoption rates among providers caring for minority populations can lead to increased disparities if the benefits detailed above are more available to providers caring for white patients. 9 However, even after equal access to electronic medical records is achieved, it is entirely possible that gains achieved by white patients as a result of electronic medical record use by their providers may not be realized by minority patients, creating a widening gap in health outcomes. For example, electronic health records are often used as a platform for population management and patient outreach via the creation of electronic disease registries. If these activities occur without attention to cultural appropriateness, proper reading level, or preferred language, the benefits may only accrue to more educated patients or those who are proficient in English. Health information technologies targeting patients include personal health records, patient portals, and web-based and social media technology. Personal health records provide an avenue for patients to directly access and transfer their health information, which may ultimately lead to better coordination of care and health care engagement. Integrated patient portals such as the one analyzed by Goel et al. and Ancker et al. also provide a mechanism for providers to reach out directly to patients to promote positive health behaviors. 10 Given the potential for improving health care quality via use of patient portals, it is important to understand why minority patients may not use this technology. First, these patients may not be fully aware of the existence of the tool if providers preferentially offer enrollment to white patients, potentially due to a perception of who might be more willing or able to use patient portals. This phenomenon appears to be a very real possibility based on the analyses provided by Ancker et al., with whites 60% more likely than blacks to receive an access code for the patient portal. However, both studies in this issue of JGIM demonstrate that even among patients who are offered enrollment, white patients are more likely to register as users. This may be due to a lack of perceived benefit among minorities, potentially related to the activities facilitated by the patient portal or the interface provided by the portal. Emerging data suggest that minority individuals have equal access to the internet compared to whites but preferentially access the internet via mobile devices including smartphones. For these patients, portals designed for desktop use may hold little allure. 4 This contrast highlights a potential mechanism where a health information technology tool might preferentially benefit white patients, even when access is perceived as being equal. Health system leaders and innovators may need to better understand the perceived needs of minority patients, and how these needs can be addressed using tools that take advantage of mobile technology. This may involve using online social media as a mechanism of patient education and shared learning and support, as well as use of text messaging to deliver succinct health promotion messages from the provider to the patient.
Telemedicine represents an excellent example of a health information technology tool that can target both providers and patients. Telemedicine may hold the most promise for addressing health care disparities that are specifically related to lack of access to specialty care and other resources typically available only at large, tertiary medical centers. Telephone or video conferencing can be used to support regular communication between primary care providers working in underserved settings and specialist physicians working at academic medical centers, with the goal of expanding the capability of these primary care providers to provide complex care.
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Patients may also receive direct consultation, evaluation, and treatment via telemedicine to expand access and quality of care. The Joslin Vision Network program provides one such example where digital screening for diabetic retinopathy can take place in the physical absence of specially trained eye care professionals. Retinal images are interpreted at referral centers, and subsequent treatment recommendations provided by these centers. This program has increased both screening and treatment rates for diabetic retinopathy in the Indian Health Service, which is providing care for American Indian/ Alaska Natives in resource-poor settings, often with limited access to ophthalmologic services. 12 In summary, health information technology holds great promise for improving health care delivery for all Americans. However, as we implement these tools, we need to pay attention to how such programs will affect our most vulnerable patients.
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